[Hmlth,
L Wellare

ruiic  IF11EN MAR 2 7 105

THE CIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59-010814-

STATE FILE NUMBER

Service egistrotion District No. . Primory Registration District No. Regisrzih'zs‘ﬁz _______ 9
1. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. |f institution: Residence b)e!ore
9 . COUNTY a. STATE = b COUNTY admission
- 300 ° Mi ssouri i
1-57 b. CITY (I outside corporate Jimits, give TOWNSHIP anly) Inside Limits c. C(I)TRY lnside Limits
Tng(N St. LOU.‘LS Yes [ ] Mo I TOWN St QI-OuiS Yes[] Ne[]
ﬁ‘/ c. FULL NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET {lf outside, give location) Reside on Farm
37| o " ietst  Louts Ghiy Hosgital g 1 RGERES 5608 Pershing Ave. | vell sel]
3. NAME OF I_)ECEASED First Middle Last 4. DATE Month Year
{Type or print} John Joseph co:’be tg DEOAFTH Harch ].Zth. 1959
5. SEX 6. COLOR OR RACE| 7. P B. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR] IF UNDER 24 HRS.
C) MARRIEDD NEVER MARNEDM 0 Tagt Lirt;::y; Mumlﬂ Days Hours Min.
Male White wooweo[]  oivorcenl ]| june 5,1885 ]

10e. USUAL QCCUPATIQON {Give kind of work done

|r|g magt of

10b. KIND OF BUSINESS OR

11. BIRTHPLACE {City and stets or country)

12. CITIZEN OF WHAT COUNTRY?

(lf yas, give war or dotes of service)

{Yes, N,onr unkngwn)

498-09-644(

working Litg, even if retired) DUSTRY .
| Kevired"dierk Hote St, Louis, Mo, ¢ U.S.A,
I 130, FATHER'S NAME 13b, MOTHER*'S MAIDEN NAME 14, NAME OF HUSBAKD OR WIFE
John J, Corbett Johanna Cashman
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

) Joseph Corbett,5608 Pershing Ave,

18. CAWUSE OF DEATH (Enter only one couse per line for (o}, {b), and {c}.)

INTERVAL BETWEEN

%Aﬁ: RE
e

L - Degree or title)
A —

¢t | 22b. ADDRESS

Aeior4- 1516 Lafayette Ave

o

L

.

2

E

E

g 2

= 2

2 g

o L PART k. DEATH WAS CAUSED BY: e ‘./ ONSET AND DEATH
E w IMMEDIATE CAUSE (o) A

2 = N

= <

. o Conditions, if any, DUE TO (b}

£ > which gave rise ta

5 - obove covsa (o),

H z stating the under- /

3 8 Z lying couss last. DUE TO (<} 4

E < =N PART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the tarsinal diseose conditien given in PART | {a} 19. WAS AUTOPSY
LY b PERFORMED?
I B YEs[] NOoiG
g _;_ - 2| 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)

3 1 [ O O

R B

: : j V| 20c. TIME OF Hour Month, Day, Year

+o @P0 INJURY  o.m.

= f;' Z E p.m. -

28 3% 204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,} 20f, CITY, TOWN, OR LOCATION COUNTY STATE

¢ :_ w WHILE ATD NOT WHILE |:] farm, foctory, street, office bldg., etc.)

ig 5 WORK AT WORK

§'§ 21. 1 attended the deceased from Mar 2.! 1959 . 1o Mar 12: 1959 and lost saw ﬁ:‘ alive on Mar 12 (] 1959

E - Demvuo‘y:;é at S':l';P__I!L m on the dote stated above; and to tha bast of my knowledge, from the cavses stated.

| =

55

o _

$%

22c. DATE SIGNED

Mar 12, 197

1{b. DATE

Mar.13,1959

23a. BURTAL, CR Ey.&ﬂSN,
EMOV AL (Sawcify)
1

23:. NAME-OF CEMETERY DR CREMATORY

Calvary

St,

23d. LOCATION (City, town, or county)

Louis,

{Stare)

Missouri

24. FUNERAL nygcron ADDRESS

{Licensed Embaolmer’s Statement on Reversa Side)

25. DATE RECD. BY LOCAL REG.

MAR 13 59

28, TRA SIGNAIURE
’
]

/7.

—ya

AL




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

BY M, OF DY i ccrcre e e e a et e s st ban e ., Student Embalmer No. .....c...ccocinnns

working under my personal supervision.

............................

L] s L= ¢ | U s Signed
Signature of Student Embalmer

.........................

Licensed Embalmer Wﬁ.‘
P. O. Address..._?.cﬁ,?./. (e /

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWNN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

if embalmed by a STUDENT, he also shall sign in his OWN handwriting. - .

If this body is not embalmed, fact should be so stated above.




